. Proportion of patients presenting with bladder outflow obstruction who are put on waiting lists for surgery number of new patients per year were mainly dealing with emergency referrals, and in one of these units open prostatectomy was the only form of prostatic surgery performed. The average time for a patient to be seen after referral by his general practitioner was 2 months (range 1-6 months). Table 2 indicates the differences between respondents in the proportion of their patients diagnosed as having bladder outflow obstruction due to benign prostatic hyperplasia who were offered elective surgery.
For routine elective surgery, the waiting list for prostatectomy ranged from one month to over 30 months, (Table 3) . Thirty-nine respondents had a priority list for admission. The indications for priority admission given were chronic retention in 35 
Number of patients
Methods A questionnaire was circulated to all 33jUroiogists in Scotland, and to 15 general surgeons with an interest in urology. As far as we know, the surgeons who perform almost all the prostatic surgery in Scotland were included in this survey. It contained 20 questions covering different aspects of the management of bladder outflow obstruction. As the purpose of this survey was to study current urological practice and not individual practitioners, the opportunity was given for the questionnaires to be returned anonymously. Since prostatectomy is the most commonly performed major urological procedure in Britain, it provides an attractive model with which to audit urological practice. The way in which urologists investigate and manage patients presenting with bladder outflow obstruction seems to vary considerably, and for this reason we decided to perform a survey of the management of this condition in Scotland.
Results

Waiting list statistics
Audit must take into account variations in all aspects of a consultant's practice and in surgery, operative treatment is but one part of the overall management of the patient. It is hoped that the information from this survey will be of value not only to those planning audit into urological practice, but also of interest to those concerned with audit in general.
Summary
A postal questionnaire was sent to 33 urologists and to 15 general surgeons who perform prostatic surgery in Scotland. Forty-six out of 48 surgeons replied. The waiting time for outpatient consultations and waiting list statistics of the respondents were compared. Differences in access to and use of imaging, laboratory and urodynamic facilities are reported. Waiting times were affected by the individual surgeon's policy. In busy units, the desire to achieve acceptable waiting times may lead to rationing of treatment to only the most severe cases. Better provision and use of modern investigational facilities might better select those patients who will benefit most from surgical management, leading to more effective use of resources. Medical audit of surgical patients must start from the time of their referral and not confine itself to patients undergoing treatment. Table 4 . Proportion ofprostatectomies which are performed on patients admitted in acute urinary retention it only occasionally in men with suspected outflow obstruction. Table 5 . Type ofimaging investigation performed on patients presenting with bladder outflow obstruction (excluding those patients with haematuria or loin pain) Urodynamic facilities Although 36 respondents have access to a urine flow meter, only 13 measure urine flow rates in all their patients. Fourteen stated they did so 'frequently', and nine only occasionally. All of the 32 with facilities for cystometry used Prospective audit Forty-two respondents indicated willingness to participate in prospective audit which would include details of postoperative morbidity and mortality. One was already involved with surgical audit, one felt that he did not perform enough prostatectomies to warrant inclusion in prospective audit and one satisfied with his own results, did not feel a need for audit. One was too busy to be able to participate.
Percentage of prostatectomies performed Surgeons
Discussion
Prostatectomy has a long history. Initially, it was done mainly to relieve retention, but as transurethral resection was developed, and open prostatectomy became safer, the indications widened to include men with 'prostatism'. Although there remain a few general surgeons performing only open prostatic surgery, most prostatectomies now are done by the transurethral method. This did not seem a relevant issue to address in our survey, although one reply indicated that only open surgery was performed in that unit. As our understanding of the aetiology of urinary symptoms in outflow obstruction has increased, and with the development of urodynamic tests-, reappraisal of the indications for prostatic surgery has taken place", Three-quarters of men over the age of fifty will have some symptoms referable to bladder outflow obstruction". While it may be anecdotal that men in some parts of the USA celebrate their 50th birthday with a transurethral resection of their prostate, it is certainly much more likely that an American will undergo some form of prostatic surgery than will his Biopsy If malignancy was suspected, 35 surgeons took preoperative biopsies. Thirty performed digitallyguided trucut biopsy, three used transrectal ultrasound-guided trucut biopsy, and two performed either digitally-guided trucut biopsy or fine needle aspiration for cytology.
New treatment options
At the time of this questionnaire, no one in Scotland was performing balloon dilatation of the prostatic urethra. Prostatic stenting had been done infrequently by four surgeons. Although 31 occasionally prescribed alpha-I-adrenergic blocking agents', with a preference for indoramin over prazosin by 29, the response probably was affected by a number of clinical trials in which some respondents were involved. A proportion of patients had been prescribed alpha-blocking agents by their general practitioners prior to consultation but this varied considerably. Thirty-one respondents only saw an occasional patient already receiving alphablocker therapy, while three reported that 10-20%, and two that up to 50% oftheir new patient referrals were taking alpha-blocking agents. The latter two had the longest waiting lists for outpatient appointments and prostatectomy.
Cystoscopy Diagnostic cystoscopy on a separate occasion prior to prostatectomy is the routine practice of nine surgeons. In three of these units no urine flowmeter was available. Twenty-five occasionally perform a preliminary cystoscopy, but five never do. Two surgeons did not answer this question.
Surgeons
Type of imaging investigation who did not have a priority scheme, six had a waiting list of less than 3 months, but in the seventh unit it was longer than one year.
Each respondent was asked to estimate what proportion of patients on whom he performed a prostatectomy were admitted in acute urinary retention ( Table 4 ). Those with the highest proportion were general surgeons dealing predominantly with emergency urological referrals. Excluding this group, the highest retention rates were distributed equally between units with long and with short waiting lists. However, the surgeon with the longest waiting list indicated that he felt as though he was only able to operate on his patients if they were admitted in acute retention. <10% 3 10-20% 14 20-30% 16 30-50% 7 >50% 4 ?
2
Investigations
Blood tests All respondents routinely measured blood urea, and all but two a full blood count. Twenty-three measured serum prostatic acid phosphatase, eight prostate-specific antigen and four measured both serum markers of malignant disease in all patients presenting with bladder outflow obstruction.
Imaging There is considerable variation in the use ofthe different possible imaging modalities for routine investigation ( Table 5 ). Five stated that they did not order any form of radiological or ultrasonic investigations preoperatively in uncomplicated patients. Several surgeons perform intravenous urography mainly when there is an additional indication such as haematuria or loin pain. Ultrasound would be the investigation of choice, replacing radiological studies, for more surgeons if it was more readily available in their hospitals.
British counterpart. At the other extreme, in some areas of the United Kingdom, apparently including the practice of one of those responding to this survey, a man will undergo prostatectomy only if he develops acute urinary retention. Clearly, the correct balance lies somewhere between these extremes, but in the absence of an absolute indication such as retention, the decision to operate must to an extent be subjective. Not all urinary symptoms in older men are due to outflow obstruction, and in the absence of urodynamic facilities, of which a urine flow meter should be considered the minimum, a proportion of men may undergo inappropriate operations. Of those with proven outflow obstruction, some will not have symptoms severe enough to justify surgery. The surgeon under pressure to reduce his waiting list might do so by 'rationing' treatment to those with the most severe symptoms. Others, feeling that a long waiting list is a potent political weapon might be tempted to offer surgery to all patients, however mild their symptoms. While our survey does not question motives or pressures, there is no doubt that a patient's chance of being advised to undergo prostatectomy does depend on which surgeon he sees. Waiting lists are at the forefront of medical politics, yet the length of a particular waiting list can be affected as much by the surgeon's practices, as his workload. Do all those who make decisions in the National Health Service appreciate this?
Audit of surgical practice is a more complicated process than simply recording the results of operations. Incontinence is the most important non-fatal complication of prostatectomy. It can result from faulty operative technique resulting in sphincter damage, but equally could result from an inappropriate offer of surgery to a man with an unstable bladder who did not have significant obstructions. The surgeon who lists all his patients for surgery without access to urodynamic facilities runs the risk of the latter, yet some surgeons in Scotland caring for men with this common condition seem to be denied this essential facility. Audit figures of incontinence will be meaningless unless both possible aetiologies can be assessed. More generally, the surgeon who is selective in offering surgery might have particularly good results if, for example, he only offers surgery to those who are young and fit, or poorer results ifhe only operates on the most severely affected patients. Either way, his results compared with another surgeon with a different policy, may have nothing to do with their respective operative skills.
To what extent the respondents have used actual statistics to provide their answers, and to what extent they are relying on their impressions of their Journal of the Royal Society of Medicine Volume 84 September 1991 535 workload and practice is unclear. Thus our survey may tell us more, perhaps, about what the surgeons think they do, rather than what they actually do. However, clearly there is, as we had suspected, a variability of practice between different surgeons managing this type of patient. The optimum investigation of bladder outflow obstruction is still debated in the urological literature, and our results show that a consensus has yet to be achieved. This is not the appropriate place to discuss this in detail. What is clear is that medical audit of a surgical procedure which only starts from the operation itself is likely to be so incomplete as to be valueless". Patients are not referred to a urologist to have a prostatectomy, but for an assessment of symptoms, one solution to which might be a prostatectomy. Similar considerations no doubt apply to patients with arthritic hips, not all of whom will require a hip replacement. Audit must take this into account. Audit of the full scope of surgical practice could be immensely valuable in identifying the patient best able to benefit from a given procedure, both improving the management of patients and ensuring optimum use of resources. Audit of this type will be far more complicated than simply recording the complications and outcome of an operation, but anything less will achieve comparatively little. It behoves those advocating audit to appreciate this and ensure that the resources are available for it to be done properly.
